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Promoting physical activity interventions in communities with poor health and socio-economic profiles: A process evaluation of the implementation of a new walking group scheme walking each day (Ekelund et al., 2015) . The simplicity of walking, associated with little cost, 31 makes it economically accessible and thus one of the best ways to achieve recommended 32 daily amounts of physical activity (ACSM, 2011). However, in England it has been estimated 33 that 8% of the population do not walk continuously for five minutes in a four week period 34 (Farrell, Hollingsworth, Propper, & Shields, 2013) . 35
Walking can be promoted through outdoor health walks in community settings (Public Health 36
England, 2014). Walking groups have been shown to confer multiple physiological and 37 psychological health benefits with good adherence and few side effects and are potentially a 38 useful intervention for those who would benefit from increasing physical activity (Hanson & 39 Jones, 2015a). 40
Physical activity interventions can be effective in low income groups but have the potential to 41 increase intervention-generated inequalities (Bull, Dombrowski, McCleary, & Johnston, 42 2014). Preventative interventions are known to be socially patterned and more likely to be 43 successful amongst the more affluent, a process which has been termed as the 'inverse 44 prevention law' (Acheson, 1998) . It has therefore been cautioned that all processes in the 45 planning and delivery of health promoting interventions have the potential to widen inequity 46 between groups, the implications of which are important to researchers, practitioners and 47
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The second group of participants were volunteer Walking Champions who led the walks. All 136 those who volunteered for this scheme were invited and agreed to participate, except for one 137 who was not available during the study time. In total seven volunteers were interviewed at 138 the beginning of the programme and five at the end (some had left before the end of the 139 programme and new volunteers joined), three were interviewed twice. Of these nine 140 participants, five were women and four were men. All participants were approached by the 141 scheme organiser in the first instance with a general explanation of the research. 142
Subsequent to this all participants were contacted by email or post with a letter inviting them 143 to take part and a participant information sheet with a clear explanation that there was no 144 obligation to participate. All participants responded and gave written informed consent. All 145 interviews were conducted near the beginning of the scheme, in September -October 2014, 146
and at the end of the funding period, in May -June 2015. 147
Semi-structured interviews were used following a topic guide developed by SH and AJ to 148 ensure that the processes within a process evaluation were explored (Moore et al., 2015) . 149
For the stakeholders, questions included the rationale for the scheme as contained in the 150 funding bid; the context for how the scheme was designed; the mechanism for 151 implementation; evaluation plans and barriers and facilitators to implementation. For the 152 volunteers, questions were around training, personal motivations and objectives for 153 volunteering and their perceived role as community Walking Champions. All interviews were 154 conducted by a female doctoral student (SH). Typically interviews took 45 minutes. 155
Additional data 156
Documentary evidence provided by Norwich City Council, including the original bid 157 document, interim reports and the final outcomes report formed part of the data for analysis 158 (Norwich City Council, 2015b). between the coding and the source of the data. Initially all stakeholder and documentary 166 data was coded as per the methods of a process evaluation: Description (rationale) for the 167 scheme, context, mechanism for implementation; anticipated outcomes (including evaluation 168 plans). Volunteer transcripts were coded for community knowledge, training and motivations 169 (why and how) for joining and sustaining involvement with the scheme. Secondly, using a 170 more inductive approach, the initial themes were further explored and refined from which 171 higher order themes emerged which represent the key findings of this analysis. Analysis was led by SH as the main researcher and monitored by regular meetings with both 173 AJ and JC throughout the process for cross checking and interpretation of the data. 174
Management of the data was aided using NVivo 10. The study followed the consolidated 175 criteria for reporting qualitative research (Tong, Sainsbury, & Craig, 2007) . 176 177
Findings 178
Data was initially coded around the key functions of a process evaluation for stakeholders 179 and the topics asked of the volunteers. From this, using an inductive approach main themes 180 emerged. This is illustrated in Figure 1 . 181
The following main themes from the data are supported with illustrative quotes. 182
Stakeholders, volunteers and interview stage is presented as SH, Vol., Int.1 or Int.2. 
Mechanisms for implementing the programme 200
During the interviews three main themes were identified as mechanisms for the 201 implementation of the scheme. They both facilitated and presented barriers. These are the 202 Walking Champion role; community partnership working and sustaining the scheme beyond 203 the funding period. The previous quote appeared to reflect previous findings that membership of walking groups 216 is primarily by professionals who tend to further recruit from the retired, middle classes and 217 women (Matthews et al., 2012) . Recruitment of walkers by 'word of mouth' was a key 218 recruitment strategy outlined in the bid document and it was envisaged that the Walking 219
Champions would promote the scheme and, 'spread the word' to enable the recruitment of 220 walkers into the scheme (SH5: Int.1). 221
The Walking Champions were primarily recruited through newspaper publicity and also via a 222 website (Active Norfolk, 2015) . This attracted people local to the area and students in further 223 and higher education. There were differing views on how successful this method was at both 224 recruiting people in the targeted areas and those who would maintain a long term 225 commitment to the scheme. 
One of the hardest steps is to get volunteers in those communities. The concern is 230 that they get disheartened because they haven't had the people walking so we need 231 to crack that so we can keep them. (SH8: Int1) 232
The volunteers also talked about other ways they had been recruited to the scheme.
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It was advertised somewhere. I went to the GP [General Practitioner -a family 234 doctor] for an update and there was an A4 brochure about the walks in the waiting 235 area and I thought I'd like to do that. (Vol 8: Int. 2) 236
Some stakeholders expressed that they would like to have seen a more direct approach by 237 working with the targeted communities to recruit volunteers. 238
You find champions in the community and you tap into that. (SH3: Int. 1) 239
Interviews with the volunteers revealed mixed success at recruitment from within the 240 communities that were being targeted. In fact only one of the nine volunteers came from the 241 targeted community, although one had lived there in the past. 242
Yes, I am from the (targeted community) area and do other volunteering there. (Vol 243
9: Int. 2) 244
Where I am doing these walks isn't my neighbourhood, no. It is an area I have 245 known a bit in the past but if I wasn't going there to volunteer I probably wouldn't go 246 there often myself. (Vol 3: Int. 2) 247
I think it has been good as not coming from this community originally it has given me 248 more knowledge of the community and knowing what's going on and getting out and 249
involved. (Vol 6: Int. 1) 250
Whilst no longer living in the targeted community, one participant expressed an interesting 251 insight into group walks. 252
I think if you lived on those estates you wouldn't necessarily want to walk on them 253 where people can see you and you'd rather travel to somewhere else. (Vol 2: Int. 2) 254
A pragmatic view was also expressed by stakeholders, that whilst the Walk Champions 255 might not have come from within the deprived communities, as intended, volunteers such as 256 university students added useful capacity when the scheme started. 257 
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Training of Walking Champions 272
The bid document stated that Walking Champions would be trained in motivational 273 interviewing and would monitor the progress of participants to the scheme. They would also 274 be offered the Royal Society for Public Health (RSPH) health and wellbeing qualification 275 (Royal Society for Public Health, 2015). In the event, this was different and all volunteers 276 received the less extensive one day 'Walking for Health' training to be a walk leader, 277 delivered by a local training co-coordinator (Walking for Health, 2015) . This ensures that 278 walks are safe and well run and that walk leaders are ambassadors for walking. However, 279 one stakeholder had a greater expectation of the level of training they would receive. 280
That Walking Champions are trained as health champions with RSPH, a very basic 281
course but health champions are expected to have that and also some training 282 M A N U S C R I P T
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Int.2) 284
The volunteers were all positive about their training for their role in leading a group walk. 
2) 309
Community partnerships 310
The scheme aimed to work with GPs, health trainers and community engagement officers in 311 the key deprived areas to ensure the project reached its target audience and to encourage 312 health professionals to refer patients onto the health walks. 313
Community partnerships with health professionals 314
Engagement with health professionals remained limited, even at the end of the scheme. The 315 final evaluation showed 10% of walkers had been recruited via booklets in GP surgeries and 316 31% by word of mouth. In fact finding a booklet in a library (14%) was more popular than a 317
surgery. 318
We 
Int.1) 328
Community partnerships with non-health professionals 329
The scheme originally aimed to attract walkers by mass publicity with new material, such as 330 brochures. They also expected synergies between the schemes. For example, that the 331 walking to schools project would have cross overs with parents joining the walks after schoolM A N U S C R I P T A C C E P T E D Stakeholders articulated that the scheme had neither located nor utilised those pre-existing 343 assets within the target communities. 344
I think we try too hard to get people to come to us, rather than going to them and 345 tapping in to existing communities, groups that already get together, rather than 346 constantly re-creating new groups… A really clear audit of what was already 347 happening so that could be built on, where success is already there, build on it rather 348 than try to recreate it. (SH 8: Int.2) 349
I am amazed at how many organisations already do walks, very small and don't tell 350 anyone about it particularly very much. (SH 6: Int.1) 351
Sustainability of the scheme 352
The need to be self-sustaining at the end of the funding period and the issue of securing 353 long term sustainability was raised by stakeholders during both sets of interviews. 354 
We have to engage and empower communities right at the beginning of the project 355 so they feel ownership, they helped to design the project… What we tend to do is 356 write the bid, decide on our project then we engage the community. (SH1. Int.1)
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People aren't having the chance to invest for a long enough period of time… You 368 can't do community led health improvement over a year or even two years. Our 369 recent evaluation of our healthy community's project was a minimum of 5 years to 370 see real impact. (SH1: Int.2) 371
The impact on future partnership working with other projects in addition to the effects this 372 has on the community was also voiced. 373
It is always such short funding and limited and that de-motivates people and prevents 374 engagement. (SH2: Int.1) 375
There is no scaling up because there is no money or capacity to do it, particularly a 376 scheme that is run by volunteers. To keep volunteers motivated you need to train 377 them and give them reasons to be involved. It will need additional resource but we 378 have the exact opposite when the resource has been withdrawn, so how do you 379 sustain it now? (SH8: Int.2) 380
There was also a feeling expressed that in order to secure funding the scheme needed to 381 adapt and have a wider offer. 382 reliance on media publicity when the scheme was launched and 'word of mouth' rather than 436 targeting directly by working with the communities. This is particularly pertinent as part of the 437
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Walking Champions role was to be a conduit to recruitment in their own communities. 438
There was no evidence that the assets needed to achieve change within the community had 439 been identified and mobilised in the planning of the walking group intervention. This is 440 despite evidence that an in-depth understanding of a target group's perspective and 441 involvement in 'bottom-up' planning is important in disadvantaged communities (Cleland et an expectation of a much wider remit, such as street audits, signposting to other services 464 and a greater role as a health ambassador. As poor heath behaviours tend to cluster and 465 the responsibility for public health in England has transferred into local authorities there is an 466 increasing expectation for commissioned services to be less 'siloed' (Buck & Gregory, 2013 ; 467
House of Commons Communities and Local Government Committee, 2013). It is possible 468
therefore that those looking to commission health services in the future will look for a wider 469 responsibility for volunteers in championing multiple health behaviours, rather than single 470
interventions. 471
The second factor that influenced the effectiveness of the implementation of the walking 472 group scheme was collaborative partnerships with health and non-health organisations. The third factor that affected the implementation and impact of the scheme was 493 sustainability. Despite being well funded there were frustrations at the unrealistic timeframe 494 and significant resources spent investigating a means of future funding. This could have 495 been avoided with staged funding over a longer time period. It is noteworthy that at the time 496 of writing this paper, further funding had not been secured to run the scheme and the group 497 walking provision across the county was being re-structured to achieve a more sustainable 498 model. There was also a weariness with short-term interventions done 'to' rather than 'with' a 499 community. This was despite the acknowledged importance of sustained engagement and 500 better capacity building to leave a positive lasting legacy embedded within a community 501 
Strengths and limitations of our study 509
Strengths of this study is the diversity and number of stakeholders and volunteers who 510 participated. Most were interviewed on two occasions enabling the process of the 511 development of the scheme to be thoroughly evaluated. The scheme organisers were also 512 open to sharing their documentation and all data were analysed using a rigorous theory 513 based thematic analysis. Limitations to this study include that the researcher (SH) was a 514 known volunteer with this and other walking groups. Whilst this appeared to aid rapport and 515 M A N U S C R I P T
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willingness to be interviewed there is a possibility that the research is not seen as neutral, 516 participants may have been more willing to portray the scheme positively and this could have 517 added bias to the findings. The area of this study has a lower ethnic density and mix than 518 many other local authorities in England and future studies would benefit from exploring the 519 experiences of implementing walking groups in more diverse communities. 520
Conclusion 521
Whilst walking groups have health benefits concerns exist that they might not operate in 522 areas with the greatest health needs. This study explored factors that facilitated and 523 presented barriers to the implementation and long term sustainability of walking groups in 524 more deprived communities. Our recommendations are summarised in Figure 2 . 525
It is of concern that 'yet again' a public health intervention, with proven efficacy has not been 526 effective when implemented in 'real world' circumstances. The evidence that public health 527 initiatives can be successful in deprived communities, and the new supportive structures for 528 community based initiatives that work with the assets within communities, represent very 529 real opportunities for 'grass roots' public health schemes. We suggest that such initiatives in 530 the future build in a timescale that enables preparatory groundwork with targeted 531 communities to enable interventions to be appropriately tailored. The subsequent use of an 532 asset based partnership model is more likely to result in an appropriate scheme that is 533 owned and sustained after central funding and support has ceased. This may help to stem 534 the flow of initiative fatigue in deprived communities. 
